et i Ep———n . <

nf';

.

.

URN must be made for each

2 SEPARATE RET

—In case of more than one chil

N. B.

4 at birth,

in order of hirt

ficate must

h, stated, This certi

or midwife with each local Registrar within 5 duys after birth.

the number of each,

pe filed by the attending Physician -t

ARIZONA STATE BOARD OF HEALTH '

PLAC%‘QE%IRTH
£ e

t . iz H

County of . S2CEA BUREAU OF VITAL STATISTICS Stato Ljdex No R E S :

: a

District of . £ CF7,2¢%  ORIGINAL CERTIFICATE OF BIRTH  Co-Registrar's No2/3A." |

TOWR OF _ oo e eeee . Local Registrar’s No. Z E.. i

or !

O O 5 P PSS - 1 . Ward)
FULL NAME OF CHILD Born } YES
1f child is not named, make Supplemental Report on blank ubtainable from local registrar. Alive To
Twiby— Nuinber . Date of

Se:f of n! ¢ Eriplat % and (in order / Qj ch‘f‘)“ Birthg et .Z;‘_ ........ 1912-.2/

Child ) or other ‘ of birth mate? ' onth Day Yr.

§u11 FATHER p ];\"lulld MOTHER
ame(?% IQ‘ v, aiden r).l 4 f -
/A Lﬂ‘—-{x«q/ﬁ.}\ Name mﬁ
Residence > I . Residence )j i
(7 ey Pn Kpae Gy 2 Ty
Color Color - Age at last

b Age at last 2 / g
or Race W £ ~ (_t Birthday 2 or Race M Birthday

Years Years

Birthplace Birthplace )
P b‘lf/cf o7 P MM ,,/M

Occupation Fu e Occupation vy e ol A1

Nnimber of Children, of this mother, now lir'ms__L— \ Were precastions taken against Ophthaimia nmm_ﬂ

Niember of child of thia Nother. ’

CERTIFICATE OF ATTENDING PHYSICIAN OR MIDWIFE# . ¢$’
T hereby certify that I attended the birth of the above ehild; and that it oceurred on#'_’:f?:‘.-_/._é._.lglé",/ab_a.-'.-_M.
*When there is no attending physi-] ' & ' ! 7
cian or midwife. then the house]wlder;- Signature . ;=< e e e e
should meke this return. ] Attending physician, nhidwife, hovschotder®
s
Given or Christian name added from a A2
Addvess .. ¥ AL Meial
A 4}”%&)_ _______

supplemental report. .. - ---oxc-uee ¥ Filed 3¢4Aﬂ.—.%&[-19&~.’k~

A True Copy

-_:_;':’-.).a-_"‘.'."-(:’_:'_z_:: _______________________ Filed o~ 19220,
COUNTY REGISTRAR. Hed - JonemtEemnes :

@ cﬁ(’;}\;ﬁ;EGISTRAR.

COUNTY REGISTRAR.




